
standards FOR THE coverageOF ORCAY transplant services 

Liver,heart,heart/lung, bonemarrow, and pancreas transplants 
are reviewed on a case-by-case basis f o r  coverage. 

Each request for coverage i s  considered by a committee o f  physician 
experts, and i s  judged as t o  theappropriateness of thetransplantation
procedure for f u n d i n g .  The committee uses a l i s t  ofpatientselection 
c r i te r ia  t o  ass i s t  i n  mak ing  this judgement. The cr i ter iaare  maintained 
for a l l  organ extrarenaltransplants, and areperiodicallyrevised. 
These cr i ter ia  are  used asguidelines. No set  o f  writtencriteria can 
completely anticipate all the possible circumstances t h a t  may be associate 
w i t h  each i n d i v i d u a l  case. The c r i te r ia  were developed by the Michigan
Department of PublicHealth and are as follows: 

I.  Heart Transplant 

A. Indications for hearttransplant 

1. absolute Ute indications 

a.  	 NYHA Class IV cardiacdisease, w i t h o u t  surgically
correctible mechanical defects and unresponsive t o  
medical therapy. 

b. 	 A fixed pulmonary vascularresistance below eight
Wood units. 

C.  	 A t ho rough  understanding by the patient and family
of the magnitude o f  theoperation and i t s  sequelae,
includinglifetime follow-up.

d .  	 Strongmotivation by thepatient t o  undergo the 
procedure. 

e .  	 A reasonableexpectation t h a t  the patient’s q u a l i t y
of l i f e  will be improved. 

f .  	 Medical assessment t h a t  thepatient is a reasonable 
risk for operation and has a tolerance o f  immuno
suppressivetherapy. 

9. 	 Medical assessment t h a t  thepatient has sufficient 
social  stabil i ty t o  provide assurance t h a t  he or she 
will cooperate w i t h  the follow-up and the immuno
suppressive program. 

2 .  Relativeindications 

a .  Not older t h a n  55 years of age 
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B. Contraindications t o  heart t r ansp lan t  

1. Absolute contraindications 

a .  Active infection,includingdentalinfection. 
b. -Activepepticulcerdisease. 
c. 	 Cancer, unlessevidence indicates t h a t  there is a h i g h  p r o b a b i l i t y  

t h a t  thecancer i s  cured. 
d .  Substanceabuse, includingethanol and narcoticaddiction. 
e.Significantirreversible mental disorder. 
f. Severe generalizedarteriosclerosis. 
9. 	 Chronic bronchitis or severechronicobstructive pulmonary

disease ( COPD) . 
2. Relativecontraindications 

a .  Insulin dependent diabetes. 
b. Recent pulmonary embolism. 
c.  Morbid obesity. 

I I .  Heart/l ung transplant 

A. Indicationsforheart/lung t r a n s p l a n t  

1. Absolute indications 

a. 	 NYHA class IV cardiacdisease, w i t h o u t  surgically correctible 
mechanical defects and unresponsive to medical therapy, w i t h  
secondary l u n g  damage leading t o  a fixed pulmonary vascular 
resistance of  a t  least eight Wood units. 

b. 	 Severeterminal pulmonary disease unresponsive to a l l  medical 
therapy, for example chronic emphysema, cystic fibrosis,  
pulmonary f ibrosis,  or congenitaldefects. 

C .  	 A thorough understanding by the patient and family of the 
magnitude o f  the opera t ion  and i t s  sequelae,includinglifetime 
follow-up.

d .  Strong motivation by the patient to undergo the procedure. 
e.  	 A reasonable expectation t h a t  the patient's q u a l i t y  of 1life 

will be improved.
f .  	 medical assessment t h a t  thepatient i s  a reasonablerisk for 

operation and has a tolerance of immunosuppressive therapy. 
9 - 	 Medical assessment t h a t  thepatient has sufficient social 

s tab i l i ty  t o  provide assurance t h a t  he or she willcooperate
w i t h  the follow-up and the immunosuppressive program. 

2 .  Relativeindications 

a .  Not older t h a n  40 years of age. 
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B .  Contraindications t o  heart/l ung  t r a n s p l a n t  

1. Absolute contraindications 

a.  Active infection,includingdentalinfection. 
b. -Active pepticulcerdisease. 
c .  	 Cancer, unlessevidence indicates t h a t  thereis a h i g h  p r o b a b i l i t y

t h a t  thecancer i s  cured. 
d .  Substanceabuse, i n c l u d i n g  ethanol and narcoticaddiction. 
e.Significantirreversible mental disorder. 
f .  Severe general i zed arteriosclerosis. 

2.  Relativecontraindications 

a .  Insulin dependent diabetes. 
b. Morbid obesity. 

I I I .  Liver transplant a n t  

A. Indications for livertransplant 

1. Absolute indications 

a .  	 Irreversiblechronicliverdisease which has progressed t o  the 
point o f  significant interference w i t h  the patient's ability t o  
work o r  qua l i t y  of l i f e ,  and for which no effective medical o r  
surgical therapeutic a1 alternative is available. 

b .  	 A thorough understanding by the pa t ien t  and family of the 
magnitude of theoperation and i t s  sequelae,includinglifetime 
follow-up. 

c. Strongmotivation by thepatient t o  undergo the procedure.
d .  	 A reasonableexpectation t h a t  thepatient'squalityoflife 

will be improved. 
e.  	 Medical assessment t h a t  thepatient i s  a reasonable risk for 

operation andhas a tolerance o f  immunosuppressive therapy.
f .  	 Medical assessment t h a t  thepatient has sufficientsocial 

s t a b i l i t y  t o  provide assurance t h a t  he or she will cooperate
w i t h  the follow-up and the immunosuppressiveprogram. 

2. Relativeindications 

a. Not older t h a n  50 years o f  age.
b. Stablepatient w i t h  h i s tory  o f  a failedhepatictransplant. 
c.  A specificliverdiseasestatecharacterized by

1) Albumin less t h a n  2.0 gm/dl.
2 )  Serum bilirubingreater t h a n  15 mg/dl. 
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B. Specificdiseasestates for livertransplant 

1. 	 Alcoholic cirrhosis i f  thepatient has abstained for two years 
as documented by multidisciplinary institutional review. 

2. Budd-Chiari  syndrome.
3. Caroli'sdisease. 
4 .  Chronic activehepatitis (HBsAg negative)
5. Congenital hepaticfibrosis. 
6. Cryptogenic cirrhosis. 
7. Extrahepatic b i l i a r y  atresia w i t h  or w i t h o u t  prior portoenterostomy. 
8 .  Hepatic adenomatosis. 
9. Inborn errors o f  metabolism: 

case-by-case
10. Neonatal hepatitis.
11. 	 Pediatric hepatoblastoma and other primary hepatic tumors o f  

1ow grade mal i malignancy . 
12 .  	 Portal hypertensionrequiring a portan decompressive procedure

concomitant w i t h  end-stage liver disease. 
13. Post-hepatic cirrhosis. 
14. Primary b i l i a r y  cirrhosis.  
15. sclerosing cholangitis
16. Secondary biliary cirrhosis. 
17. Subacute hepaticnecrosis. 

C. Contraindicators t o  l iver  t r ansp lan t  

1. Absolute contraindications 

a .  
b. 
C 
d .  
e .  
f .  
g .
h .  
i . 
j .  
k.  

Alpha-1-antitrypsindeficiency ( Z Z  phenotype).
Byler'sdisease. 
crigler-najjar syndrome, Type I 
g a l a c t o s i a
Glycogen storagedisease, Type I and IV. 

Hemachromatosi s .  

Protoporphyria. 

Sea blue histiocyte syndrome.

Tryosinemia.

Wilson's
disease. 
Other rarediseases considered on a basis. 

a .  
b. 
C .  
d. 

e .  
f .  
9 
h .  
i .  
j.

k. 

Active infection,includingdentalinfection. 

Active pepticulcerdisease. 

Anasarca. 

Cancer, unless evidence indicates t h a t  there is a h i g h 

probability t h a t  thecancer i s  cured;pediatric hepatoblastoma

i s  an exception.

Hepatitis B surface and e antigenpositivity.

Portal veinthrombosis. 

Severe generalizedarteriosclerosis. 

Severe irreversible coagulopathy.

Severe life-limiting associated extrahepatic disease. 

Substanceabuse, includingethanol and narcoticaddiction. 

Significantirreversible mental disorder. 
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2. Re la t i vecon t ra ind i ca t i ons  

a. 	 H a p a t i t i s  B s u r f a c ea n t i g e np o s i t i v i t yw i t h o u t  e ant igen 
p o s i t i v i t y .  

b. - I n s u l i n  dependentdiabetesmell i tus. 
c .I n t r a h e p a t i co rb i l i a r ys e p s i s .  
d. Morbidobesity. 

IV.Pancreat ict ransp lan t  


A. I nd i ca t i onsfo rpanc rea t i ct ransp lan t  


1. Absoluteind icat ions 

a. 

b. 

C. 
d. 

e. 

f. 

I r reve rs ib le  seve re  d iabe tes  me l l i t us  wh ich  has progressed t o  
t h e  p o i n t  o f  s i g n i f i c a n t  i n t e r f e r e n c e  with t h e  p a t i e n t ' s  
a b i l i t y  t o  work o r  q u a l i t y  o f  l i f e ,  and fo r  wh ich  no e f f e c t i v e  
medical o r  s u r g i c a l  t h e r a p e u t i c  a l t e r n a t i v e  i s  a v a i l a b l e .  
A thorough understanding by t h e  p a t i e n t  and family o f  t h e  
magnitude o f  t h e  o p e r a t i o n  and i t s  sequelae, i n c l u d i n g  l i f e t i m e  
f o l l o w - u p .  
St rongmot ivat ionbythepat ient  t o  undergo theprocedure. 
A r e a s o n a b l e  e x p e c t a t i o n  t h a t  t h e  p a t i e n t ' s  q u a l i t y  o f  l i f e  
will be improved. 
Medicalassessment t h a t  t h e  p a t i e n t  i s  a r e a s o n a b l e  r i s k  f o r  
opera t ion  andhas a to le rance o f  immunosuppressivetherapy. 
Medicalassessment t h a t  t h e  p a t i e n t  has s u f f i c i e n t  s o c i a l  
s t a b i l i t y  t o  p r o v i d e  a s s u r a n c e  t h a t  he o r  she will cooperate 
w i th  the  fo l l ow-up  and t h e  immunosuppressiveprogram. 

2. R e l a t i v ei n d i c a t i o n s  

a. Between 5 years and 50 y e a r so f  age. 
b. 	 Presence o f  a comp l i ca t i ono fd iabe tes :re t i nopa thy ,  

neuropathy,renalfa i lure,gastroenteropathy.  
c. 	 I n a b i l i t y  t o  o b t a i n  a reasonab lecont ro lo fb loodsugarwi th  

conventionaltreatment. 

8 .Spec i f i cd iseases ta tesforpancreat ict ransp lan t  

1. Type Iinsul in-dependentdiabetes. 
2. 	 I n s u l i n  dependentdiabetessecondary t ot r a u m a t i co rs u r g i c a l  

removal o f  pancreas. 
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C. Contra ind icat ionstopancreat ict ransplant  

1. Absolutecontraindicat ions 

a. -Ac t i vein fec t i on ,i nc lud ingden ta li n fec t i on .  
b. Act ivepept icu lcerd isease.  
c.Cancer, un lessevidenceindicatesthatthereis  a h igh  

p robab i l i t y  t ha t  t he  cancer  i s  cu red .  
d.Severeuncorrectablecoronaryarterydisease. 
e. Substance abuse, inc lud ingethanol  and narco t icadd ic t ion .  
f. S ign i f i can ti r reve rs ib lemen ta ld i so rde r .  

2 .  Rela t ivecont ra ind ica t ions  

a. obesity.Morbid 

V .  Bone marrow t ransp lan t  

A. I n d i c a t i o n sf o r  bone marrow t ransp lan t  

1. Absoluteindicat ions 

a. 	 Spec i f i c  bone marrow d iseasestates,wi th  a performancestatus 
o f  2 o r  l e s s  on the  ECOG scale. 

b. 	 A thoroughunderstandingbythepat ient  and f a m i l y  o f  t h e  
magni tude of  the operat ion and i t s  seque lae ,  i nc lud ing  l i f e t ime  
fol low-up. 

c.Strongmotivationbythepatienttoundergotheprocedure. 
d. 	 A r e a s o n a b l ee x p e c t a t i o nt h a tt h ep a t i e n t ' sq u a l i t yo fl i f e  

will be improved. 
e. 	 Medicalassessment t h a tt h ep a t i e n ti s  a reasonable r i s k  f o r  

opera t ion  and has a t o l e r a n c e  o f  immunosuppressive therapy. 
f. 	 Medicalassessment t h a tt h ep a t i e n t  has s u f f i c i e n ts o c i a l  

s t a b i l i t y  t o  p r o v i d e  assurancethat he o r  she will cooperate 
w i th  the  fo l l ow-up  and the  immunosuppressiveprogram. 

2. Re la t i veind i ca t i ons  

a.Notolderthan 50 years o f  age f o r  a l logene ic  BMT. 
b. Notolderthan 65  years o f  age for autologous BMT. 

8.Speci f icdiseasestatesfor bonemarrow t ransp lan t  

1. 	 Leukemia: acutelymphocytic and non-lymphocyticleukemia,chronic 
myelogenousleukemia ( inchron icort rans formedstage) .  

2 .  Severe a p l a s t i c  anemia. 
3. Immune def ic iency  syndromes. 
4 .  Steroid-resistantBlackfan-Diamond syndrome.
5 .  Fanconiss anemia. 

,- .- _  
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6. Lymphoma (h igh-r iskgroup or i n  re lapse).  
7. Hodgkin 'sdisease(resistantrelapse).  
8. Neuroblastoma(stage IV). 
9 .  	 Congenitalseverehemolyticanemias(pyruvatekinasedeficiency 

o r  thalassemiamajor). 
10. Hairy ce l lleukemia(pers is tentpancytopeniaaf tersp lenectomy) .
11. Myelodysplast ic syndrome (withseverepancytopenia). 
12.Chediak-Higashi syndrome. 
13. Kostman's syndrome. 

C. C o n t r a i n d i c a t i o n st o  bonemarrow t ransp lan t  

1. Absolutecontra ind icat ions 

a. Any ma jo ri r reve rs ib leo rgan  damage. 
b .Ac t ivein fec t ion ,inc lud ingdenta lin fec t ion .  
c .Act ivepept icu lcerd isease.  
d. Substance abuse, inc lud ingethano l  and na rco t i cadd ic t i on .  
e. S ign i f i can ti r reve rs ib lemen ta ld i so rde r .  

2.  Re la t i vecon t ra ind i ca t i ons  

a. Morbidobesity. 
J 


